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Hypothermia-Related Deaths — Suffolk County, New York, 
January 1999-—March 2000, and United States, 1979-1998 


Hypothermia is the unintentional lowering of core body temperature to <95 F (<35 C) 
1). Core body temperature normally is maintained at 97.7 F (36.5 C) (2). Most hypothermia 

related deaths occur during the winter in states that have moderate to severe cold 
temperatures (e.g., Alaska, Illinois, New York, and Pennsylvania) (3). During 1979-1998, 
New York had the second highest number of hypothermia-related deaths in the United 
States. This report presents case reports of four hypothermia-related deaths during 
January 1999-March 2000 in Suffolk County (1999 population: 1,383,847), the largest 
county in New York excluding New York City, and summarizes hypothermia-related deaths 
in the United States during 1979-1998. Such deaths can be prevented by educating 
health-care providers and the public to identify persons at risk for hypothermia 
Case Reports 

Case 1. On December 15, 1998, an 89-year-old woman with a history of wandering 
was noticed missing from the adult home facility where she resided and was found 
shivering in 1 foot of water at the edge of a pond on the property. The temperature that 
day ranged from 23 F-54 F (-5 C-12.2 C). On admission to a hospital, her rectal tempera 
ture was 95 F (35 C). Her medical history included dementia, multiple transient ischemic 
attacks (TIAs), hypertension, and chronic atrial fibrillation. Her medications included 
digoxin, furosemide, aspirin, colchicine, and sertraline hydrochloride. On December 21, 
she developed adult respiratory distress syndrome; she died on January 10, 1999. The 
death certificate listed the cause of death as complications of environmental exposure 
with aspiration. Hypertension, arteriosclerotic cardiovascular disease, and dementia 
were contributory 

Case 2. In January 2000, a 51-year-old man wearing a rain-soaked sweater, pants, 
and work boots was found dead behind a dumpster. On the day he was found, the tem 
perature ranged from 25 F-49 F (-3.9 C-9.4 C); the day before, it had been raining with 
temperatures in the 50s. Drug paraphernalia was found in his pockets and needle track 
marks were observed on his arms. According to the police report, the decedent had a 
history of illegal drug use. Toxicology showed 0.10% ethanol, morphine, codeine, and 
methadone in his body. The death certificate listed the cause of death as complications of 
acute and chronic drug abuse and environmental hypothermia. 

Case 3. In January 2000, a 79-year-old woman who resided in an adult home facility 
had been missing for 40 minutes. She was found outside, unresponsive, wearing a blouse, 
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FIGURE 1. Rate* of hypothermia-related deaths, by age group — Suffolk County, New 
York, New York, and United States, 1979-1998 
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Data in this report are limited by the underreporting of hypothermia in medical records 
and death certificates (5). Hypothermia-related deaths may be underreported because 
1) physical signs of hypothermia may not be recognized; 2) hospitals may not use low 
temperature thermometers; 3) medical personnel may be unaware of hypothermia’s 

gnificance; and 4) an autopsy cannot prove hypothermia as an underlying cause of 
death (6 ). In addition, vital record data on hypothermia may not code hypothermia as the 
underlying cause of death 

Mortality estimates are 75%-90% for persons with hypothermia and underlying dis 
ease, compared with <10% for those with hypothermia alone (7). Diseases such as 
hypoglycemia, hypothyroidism, sepsis, and cirrhosis, or drug use (e.g., alcohol, phenothi 
azines, Opiates, clonidine, lithium, barbiturates, and benzodiazepenes) can result in de 
creased heat production (8). Alcohol use results in central nervous system depression, 
vasodilation, and blunting behavioral responses to cold. Signs of hypothermia include 
uncontrollable shivering, confusion, memory loss, drowsiness, exhaustion, fumbling 
hands, and slurred speech. Severe hypothermia can result in loss of consciousness 
apparent apnea, or undetectable pulse. In infants, warning signs of hypothermia include 
cold, bright red skin and lethargy. 
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Preventive measures include wearing several layers of loosely fitting clothing with a 


tightly woven, wind-resistant outer layer and wool, silk, or polypropylene inner layers to 


hold body heat. In cold and windy climates, persons should maintain dry clothing; eat 
well-balanced meals; drink warm, sweet, nonalcoholic beverages; and avoid exertion 
because excess perspiration can cause chilling (9). Persons who participate in outdoor 
recreation should take appropriate precautions, such as wearing wet suits while partici 
pating in water-related activities or carrying emergency shelters and heat-generating 
jevices for unexpected weather changes while hiking or camping. During winter months 
yr in areas with low nighttime temperatures, blankets or extra clothing should be kept in 
e 


vehicles when driving. Measures to prevent hypothermia-related deaths include educat 


ng the public and health-care providers (e.g., emergency department, adult home 


facility, and social services staff) to identify persons at risk and establishing outreach 


J 


programs that provide warm shelter and adequate clothing 
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Underdiagnosis of Dengue — Laredo, Texas, 1999 


Dengue outbreaks have been reported in communities along the Mexico—U.S. border 
since 1980 (7); however, during 1987-July 1999, no cases were reported from Laredo, 
Texas (1999 population: 162,000). During January-July 1999, approximately 300-325 


dengue cases were reported from Nuevo Laredo, Tamaulipas, Mexico (1999 population 
274,000), a city across the Rio Grande from Laredo. To determine whether undiagnosed 


or unreported dengue cases had occurred in Laredo, the Texas Department of Health 
TDH) reviewed medical records from five Laredo health facilities (the two city hospitals 
and the three largest of five community clinics). This report summarizes the findings of 
the review, which indicated that during July 23—August 20, 1999, 50% of suspected case 
patients had undiagnosed dengue infection. Recognition of the diagnosis of dengue can 
be improved through heightened surveillance, professional and public education, and 
prompt reporting of cases by the health-care providers to local or state health depart 
ments 

Medical records were reviewed for all patients who presented to one of the five 
facilities with fever, arthralgias, myalgias, rash, or headache during July 23—August 20. A 
case of dengue was suspected in a person aged =5 years with a temperature of >101 F 

38.3 C) and rash of any duration or fever for >3 days without cough or diarrhea. During 

August 20—October 31, blood was drawn from suspected dengue case-patients and se 
rum samples were tested for antidengue IgG and dengue IgM antibodies at the TDH 
aboratory. A confirmed case of recent dengue was defined as a positive IgM test or a 
fourfold or greater increase in the IgG antibody titer between acute- and convalescent 
phase serum samples 

Forty-nine suspected dengue case-patients were identified from 494 records; 24 (49%) 
were located and interviewed. Of these, 22 (92%) agreed to provide a serum sample 
Eleven case-patients had serologic evidence of recent dengue infection; 10 (91%) of the 
11 tested positive for both IgM and IgG antibodies. One case-patient was negative for IgM 
antibodies but had a fourfold increase in IgG antibody titers over a 3-month period 
Symptoms reported by the 11 confirmed case-patients included fever (100%), arthralgias 
(73%), headache (64%), malaise (64%), and rash (45%). Discharge diagnoses of “viral 
syndrome” or “viral fever” were given to nine (82%) and “flu-like illness” were given to 
two (18%). Nine case-patients reported a history of travel to Mexico within 2 weeks of 
illness onset; two had not been outside Texas 
Reported by: G Pena, City of Laredo Health Dept, Laredo; E Svenkerud, MD, Bur of Communi 
cable Disease Control; B Liszka, Bur of Laboratories; K Hendricks, MD, J Rawlings, MPH 
Infectious Diseases Epidemiology and Surveillance Div, Texas Dept of Health. Div of Applied 
Public Health Training, Epidemiology Program Office; Dengue Br, Div of Vectorborne Infec 
tious Diseases, National Center for Infectious Diseases; and an EIS Officer, CDC 
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injection Practices Among Nurses — Valcea, Romania, 1998 
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Ss, similar practices have been associated with HBV transmission in hemodialysis 
settings, in which frequent percutaneous exposures in a population with a high preva 
e of chronic HBV infection may facilitate nosocomial HBV transmission (5,6). In 
ymania, where chronic HBV is endemic (7 ) and injections are often used to administer 
\edication (4), these practices might explain injection-associated HBV transmission in 
ie absence of syringe and needle reuse. Because most of the nurses interviewed were 
unaware that HBV persists in the environment for at least 1 week (8 ) and that the risk for 
transmitting HBV through injections can be up to 100 times greater than the risk for 
transmitting HIV (9), the nurses might not have perceived the risks for HBV transmission 
associated with these practices 


The findings in this report are subject to at least two limitations. First, logistic and 


resource constraints limited the survey to one district; however, reports suggested that 
nurses in Valcea had similar education and experience compared with nurses in other 
Romanian districts. Second, survey results were validated by observing nursing practice 
in clinics and hospitals. Because the nurses were aware they were being observed 
behavior might have been modified 

In 1999, the Romanian Coalition to Prevent Nosocomial Infections held a 
multidisciplinary conference to define standards of injection safety. Recommendations 
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included establishing dedicated areas for injection preparation, appropriately handling 
multidose vials, placing puncture-proof sharps containers in each room where injections 
are given, and covering lacerations. An integrated information, education, and communi 
cation campaign based on these recommendations and targeting patients and health 
care workers was launched and an evaluation of the intervention is being planned. Ac 


tivities conducted by government and nongovernment organizations aimed at achiev 
ing safe and appropriate use of injections are being facilitated by the Safe Injection Global 
Network (SIGN). Additional information is available from the SIGN secretariat, Depart 
ment of Blood Safety and Clinical Technology, World Health Organization, 20 Avenue 
CH 1211, Geneva 27, Switzerland, or from the World-Wide Web, http: 
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Notice to Readers 


Publication of Report on Validation and Use of Measures 
of Health-Related Quality of Life 


CDC recently published “Measuring Healthy Days: Population Assessment of Health 
Related Quality of Life,” the first comprehensive report to describe the validity and use of 
a set of survey measures developed by CDC and partners to track population health 
status and health-related quality of life (HROOL) in states and communities (7). The 
report is intended for public health professionals involved or interested in HROOL sur 
veillance or measurement. The report identifies the policy and conceptual origins of a 
brief set of healthy days HROOL measures developed for use as public health outcome 
measures and summarizes the results of studies to test the measures’ accuracy and 
consistency. 
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During January 1993—-December 2000, approximately 1 million U.S. adults were 
asked Behavioral Risk Factor Surveillance System questions on self-rated health, recent 
physical and mental health, and activity limitations. State and local health officials can 
use the measures and data to help achieve the two major goals of the national health 
objectives for 2010: improve the quality and years of healthy life and eliminate health 
disparities. States and communities are encouraged to use the measures to identify 
subgroups of persons with poor perceived health and to use that information to identify 
population health trends and disparities, define disease burden, allocate resources based 
on unmet needs, and evaluate disease prevention efforts. The report is available on the 
World-Wide Web, http://www.cdc.gov/nccdphp/hrgol 
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Notice to Readers 


Availability of Applications for the Public Health Leadership Institute 


The Public Health Leadership Institute (PHLI), sponsored by CDC in partnership with 
the University of North Carolina at Chapel Hill School of Public Health and Kenan-Flagler 
Business School, and the Center for Creative Leadership in Greensboro, North Carolina, 
S a 2-year program that includes an intensive onsite week scheduled for May 20-25 
2001. Deadline for application is February 16 

The purpose of PHLI is to strengthen the nation’s public health system by enhancing 
the leadership capacities of senior health officials. The program will target leading public 
health professionals practicing in public and private institutional settings. Because the 
focus of activity in the emerging public health environment occurs in a multi-institutional 
system, the program will be composed of leadership teams that will include at least two 
senior professionals from separate institutions that serve the needs of a common popu 
lation 

The onsite week will be held at the Paul J. Rizzo Conference Center in Chapel Hill 
North Carolina, and will include discussions of challenges facing public health leaders in 
the 21st century and development of skills and competencies required to face those 
challenges. Other parts of the curriculum will be structured around leaders’ imperative to 
build effective teams, lead organizational change, and serve as boundary spanners to 
build alliances to improve the health of the public. Following the onsite week, teams will 
begin the distance learning phase, which includes seminars, use of LEAD (a desktop tool 
for on-the-job support for building leadership skills and promoting positive change), and 
completion of a leadership project in the population they serve. During the second year 
of the program, participants will work with state or regional leadership institutes in their 
geographic areas 

Additional information and applications are available on the World-Wide Web 
http://www.phii.org. Each applicant should submit an application and list the other team 
member names 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending January 27, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending January 27, 2001 (4th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending January 27, 2001, and January 29, 2000 (4th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 27, 2001, and January 29, 2000 (4th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 27, 2001, and January 29, 2000 (4th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending January 27, 2001, and January 29, 2000 (4th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending January 27, 2001, 
and January 29, 2000 (4th Week) 


H_ influenzae Hepatitis (Viral), By Type Measles (Rubeola 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending January 27, 2001, 
and January 29, 2000 (4th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
January 27, 2001 (4th Week) 
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Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The 
reporting week concludes at close of business on Friday; compiled data on a national basis are officially released 
to the public on the following Friday. Address inquiries about the MMWR Series, including material to be 
considered for publication, to: Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 
30333; telephone (888) 232-3228 
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